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THE CIVISION OF HEALTH OF MISSOUR]

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. _

__________________ Reglslrur s Ne

D =011346
3067

!LED APR 1 0 195&_egistrntinn_ Diiﬁtit' Mo,

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. [f institution: Residence before
300 a. COUNTY a STATE Misgouri b COUNTY cdnygon)
:'-57 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits e Ty In3ide Limits
f ‘;‘( romn  St. Louis Yes [3eNo [ Town  St. Louis Yosic] Mo []
L()(‘ 3 c. FULL NAME OF (1f NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location} Reside on Farm
‘ / ' o HOSPITAL O N ADDRESS Y D N
harution Bethesda Hospital 10 days 2121 Arsenal Street os (] Mol
0 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) QF -
" BEATRICE EMILINE RUSSELL oeaty March 25, 1959
5. SEX 6. COLOR OR RACE] 7. 8. DATE OF BIRTH 9. AGE {ln years §F UNDER ] YEAR| IF UNDER 24 HRS.
MARRIED [FNEvER MaRRIED[] {in y
i 3 4 t birthday) [ Months | Days Howrs Min,
, Female White wioowen[ ] ovorcen ]| March 31, 1886 T ey |
: 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLAGE {City and stote or cauntry) 12. CITIZEN OF WHAT COUNTRY?
4 durin st of werkip, J_fllfc, even if retirad) STRY . . . !
: Housew At Marissa, Illinois UsS.As

13a. FATHER'S NAME

Frederick Bergadine

13b. MOTHER'S MAIDEN NAME

@llie Amelia Repky

4. NAME OF HUSBAND OR WIFE

Elijab R. Russell,

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, no, or unknawn)| (I yes, give wor or dotan of service}
rio tiohe

none

16. SOCIAL SECURITY NO.

17.

INFORMANT

Address

Mr. E, R. Russell, 2121 Arsenal Street.

b VW SRS T

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dislcuus in'Pur-r ] rr-u-nr be causally related.

INTERVAL BETWEEN
ONSET AND DEATH

Candltiona, if sny,

18. CAUSE OF DEATH (Enter only one cause pegg line for (a}, {b), and (c}.}
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (q) W

>

which geve rise to
above cowse (a),
stating the under-

}

DUE TO (b)w eﬂ—o\.—c&(/ d.fﬁw U
/37 X

g lying cause last. DUE TO (c)
= PART ). OTHER SIGNIFICANT CONDITIONS COMNTRIBUTING TO DEATH but tot related to the termincl disease condition given in PART | {a) 19. WAS AUTOPSY
b PERFORMED?
a YEsf] NO[]
= | 20a. ACCIDENT SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART I or PART [l of item 18.}
a
; a Cl O
U 20¢. TIMEOF How Month, Doy, Year
a INJURY am.
£ p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 . form, fnc!ory, strest, obfice bldg., ete.)
WORK AT WORK N

21. | attended the deceased from

/// 3 O/JY

. 10

L
Death occurred at

and last saw him

_%J:&% b
9 00 P .. m o the date stated above; and to the best of my knowledge, from the causn ufutld

oliva on

S%r/rq

220, § URE {Degree or title} 22b. ADDRESS 22c. PATE SIGNE
% P C) /el oy mand q #ebo . 3 /,_5{@
230. BURIAL, CREMATION,} 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCAJION (Clty, town, or county) {State}
EMOV AL ity .. . - <
FemoviY™™ |karch 28,1959| Marissa Cemetery Marissa, Tllinois

24. FUNERAL DIRECTOR ADDRESS

Shepard Funeral Home, 1167

Hamilton Avie

25. DATE RECD. BY LOCAL REG.

MAR 26 59

2. a%;::?cuu;e‘ :f 0.

on Reverss Slde)

Y L.




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

S B ASAGAAIALLIEIAL AR , Student Embalmer No. ..........c..ooeen. {

working under my personal supervision.

SIUABENT  ceuieriiircirr i irrareniracae s rbirannrernrrrarsatanas Signed ....... 7. Rl

Signature of Student Embalmer ‘
Licensed Embalmer No‘ﬁ‘(((if, |
—

P. O. Address AL £ -F L@zt %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

if embalmed by a STUDENT, he also shall sign in his OWN handwriting,

If this body is not embalmed, fact should be so stated above.

g ot .,




